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PRESIDENTIAL ADDRESSOur ‘‘default future’’Robbin G. Cohen, MD, MMMAfter years of speaking out of turn at meetings in order to
get my 2 cents in, or interrupting when perhaps I should
be listening; it occurred to me that, whereas it took only 2
or 3 years as a child to learn how to speak, it’s taken over
50 years to learn when not to. So for someone who virtually
always has something to say, you can imagine my predica-
ment when I realized that no personal words, no matter how
heartfelt, no historical quotation, no prose or poetry could
adequately express my gratitude for the honor of standing
before you this morning. Nor could they express the affec-
tion that my family and I feel for this organization and you,
its members. Thank you so very, very much. To those of you
on the council, the program, membership, and local ar-
rangements committees, to Jon Blackstone, Heather Nutter,
and Crystal Beatrice, I have appreciated your friendship,
your advice, and your expertise in contributing to what is
certainly my favorite organization. If you are a new mem-
ber, a surgical resident, or have not previously attended an
annual meeting of The Western Thoracic Surgical Associa-
tion (WTSA), we welcome you and hope that you brought
your families.
In his presidential address to the Southern Thoracic Sur-
gical Association in 1999, Bill Baumgartner1 spoke of the
importance of core values and how they define not only
truly visionary businesses and organizations but also suc-
cessful individuals as well. He described core values as an
organization’s essential and enduring tenets, not to be com-
promised for financial gain or short-term expediency.2 A
great example of core values are those of the Walt Disney
company: ‘‘No cynicism allowed, continuous progress via
creativity, dreams, and imagination; to bring happiness to
millions; and to celebrate, nurture, and promulgate ‘whole-
some American values.’’’3 This year the council believed
that we should strengthen our constitution and bylaws by
identifying core values for the WTSA. In choosing them,
we considered what the founders of our organization had
in mind as they envisioned the Samson Society, as well as
the obligation with which we will face the future. The
core values that we chose are as follows: scientific endeavorFrom the Department of Cardiothoracic Surgery, Keck/USC School of Medicine,
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The Journal of Thoracic and Cain a collegial environment; education and progress; the de-
velopment of young surgeons; professionalism; family and
friendship.Now youmight say that this all sounds pretty ob-
vious and hope that we didn’t spend too much time working
on it, and you would be right; as an organization it is clear
what defines us. Furthermore, these values do not mean that
we won’t change. In fact, we have changed in order to pros-
per. We’ve broadened our membership criteria to become
inclusive rather than exclusive, and we’ve expanded our re-
lationships with industry to bolster our finances and make it
more affordable for young families to attend our annual
meetings. However, these changes only strengthen our
core values. It is my opinion that we embrace professional-
ism, collegiality, family, and friendship better than any
other surgical organization in theworld. As for scientific en-
deavor and education, our sessions are relevant and our pro-
gram selection process is intensely competitive. In fact, for
those of you with papers on the scientific program this year,
I congratulate you. I was recently counting up my rejection
letters for abstracts that I have submitted to the WTSA over
the years, and I can honestly tell you that it is easier to be-
come president of this organization than it is to get a paper
accepted onto the scientific program.
They say that if you see a turtle sitting on a fencepost he
had help getting up there, and for me that would be an un-
derstatement. I will always be indebted to the Cheyenne,
Wyoming, community for providing such a nurturing envi-
ronment in which to grow up and for continuing to welcome
my family and me whenever we visit. My dad was for sev-
eral years the only formally trained pediatrician in the state
of Wyoming. He was a role model for all physicians as he
served our city and state with compassion, clinical acumen,
and a unique sense of humor. Certainly if he were alive to-
day, he would be the proudest person in the room. My
mother taught me that virtually everything in the world
can be improved with music and that the beauty of the
arts should be enjoyed by everyone, no matter how rural
their circumstances. My brothers, Craig and Brent, have
been a great source of friendship, advice, and support as
only brothers can.
Throughout my career, I have had the privilege of walk-
ing in huge footsteps. My mentors were giants to me, not
only for their scientific and professional accomplishments
but also because they chose to spend time on me and to in-
clude me in their plans, often when it was not convenient or
necessary. At the University of Colorado School of Medi-
cine it was Drs Gene Moore and Ernie Dunn, who had
just created the trauma laboratory in the basement of the
Denver General Hospital. Under their supervision, I put
my first stitches in a beating heart. At Stanford, I rememberrdiovascular Surgery c Volume 142, Number 5 961
FIGURE 1. The Wildflower Century: elevation profile.
Presidential Address Cohenlooking around the table at cardiac surgery conferences and
thinking how fortunate I was to be sitting in the company of
such an amazing collection of surgical talent. Had I left
Stanford the perfect student, which was of course impossi-
ble, it would have been with the curiosity, drive, and techni-
cal acumen of Craig Miller, the intellect of Stuart Jamieson,
the integrity and surgical elegance of Scott Mitchell, and the
clinical and patient care skills of James Mark. Craig Miller,
in particular, could be a demanding coach and believed in
tough love, so you can imagine both my surprise and delight
when about 6 months ago he ‘‘friend requested’’ me on
Facebook.
There is not much that I could add to what has been said
about Dr Shumway, except like my own dad he is with me
every day. Ronald Reagan was known to say, ‘‘There’s no
limit to what you can accomplish if you don’t mind who
gets the credit.’’ Dr Shumway was the epitome of this phi-
losophy. The so-called ‘‘Shumway Society’’ consists of the
70 or so cardiothoracic surgeons who were lucky enough to
train at Stanford during the Shumway era. I’m told he
picked each one of them because he saw something in
them that he liked, whether it was technical skill or creativ-
ity, their work or scientific ethic, or a willingness to take
risks. I’m reasonably certain that he let me into his program
because he liked my jokes.
If there is a more talented surgeon in the world than
Vaughn Starnes, I have not met him. I will always be grate-
ful to Vaughn for trusting in me the unique opportunity to
join him over 18 years ago in creating a new university car-
diothoracic surgical program at the University of Southern
California (USC). With this came the privilege of contribut-
ing to the careers of medical students and residents and the
ability to work across subspecialty barriers. I am also in-
debted to my partners and staff at USC and Huntington Hos-
pital. They are the people who make me look forward to
going to work in the morning, and once again I find myself
sitting at the conference table marveling at the talent and
support that surrounds me.
TheWildflower Century is a bicycle ride held annually in
the hills surrounding San Luis Obispo near the central coast
of California. So-called ‘‘Centuries’’ are 1-day 100-mile
bike rides, usually organized by bike clubs or charitable or-
ganizations. For amateur cyclists, they are considered a rite
of passage from the occasional to the serious bike rider.
They vary in degrees of difficulty depending on their length
in miles and degrees of climbing, measured in vertical feet.
Some Centuries have daunting names like Breathless Ag-
ony or California Death Ride, usually denoting longer dis-
tances or big climbs. The Wildflower, at 107 miles and
6800 feet of climbing, takes place at the height of the spring
bloom.
Now I promise not to get too carried away with this anal-
ogy, but just as what we do takes a lot more than just being
good in the operating room, the long distance bike culture is962 The Journal of Thoracic and Cardiovascular Surgdependent on a lot more than just turning the pedals and
steering the bike. It is about preparation, discipline, and
the ability to perform over the long haul. You learn about
the science of physical performance, including when to ex-
pend or conserve energy. You realize the benefits of work-
ing as a team to pace yourself and work more efficiently
against resistance, and the key to seemingly insurmountable
climbs is slow and steady progress. The vertical gain chart
from theWildflower (Figure 1) could easily be a graphic de-
noting the fate of an industry, the earnings of a corporation,
or the productivity of a career. It shows the inevitable ups
and downs associated with changes of terrain and climate,
the threat of competition, or the challenge of being rendered
useless by new technology or a new relationship. It could
portray both the past and the future. What you really hope
for, despite the inevitable ups and downs, is a future that
leads to progress.
In their book The Three Laws of Performance, Steve Zaf-
fron and David Logan4 describe how we are all at risk for
achieving what they refer to as our ‘‘default future,’’ the fu-
ture that is already written for us unless we take dramatic
steps to change. The default future is what happens when
you lose track of the progress or competition around you
or when you try to ride out a good thing. They go on to
say that confronting our default future means understanding
and changing not only how we perceive ourselves and our
personal circumstances but also how we occur to others.
This issue of perception can be tricky. For example, last
week my 18-year-old daughter, Mallory, was driving me
home in her car, which I had purchased almost new less
than 3 years ago. Looking at her car’s odometer, I exclaimed
to her that it read more than 56,000 miles. She calmly re-
sponded, ‘‘Is that how many I’ve used, or how many I
have left?’’ Clearly, we were ‘‘occurring’’ to each other dif-
ferently. The point is that, to succeed in the future, we must
consider how we are viewed by our communities, our med-
ical colleagues, our administrators, our own teams, andery c November 2011
FIGURE 2. The 6 core competencies of thoracic surgical education.
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means having to face the fact that it is not just all about
us. This new sense of perception requires that we see our-
selves and others in a different light, a light that asks,
‘‘Are we part of the solution, or part of the problem?’’ If
we are part of the problem, what skills must we acquire to
become part of the solution?
Now as I attend our national meetings, as I look around
this room, I see excellent surgeons who are also visionary
leaders, sophisticated educators, accomplished lobbyists,
brilliant scientists, statisticians, economists, and more,
and that proposed the following question: As practicing car-
diac and thoracic and congenital heart surgeons, what com-
bination of skills, both surgical and nonsurgical, will spell
success for us? I would propose that it comes down to eval-
uating ourselves on a daily basis according to the following
4 criteria: Will we be leaders who envision where our spe-
cialty needs to go? Will we manage and teach our teams to
get there? Will we be the experts in the treatment of cardio-
vascular and thoracic disease?Will we do so by behaving as
professionals? Now I realize that I have cast a wide net here
and that the science of each of these subjects could easily be
the sole topic of an address of this nature. However, it is the
combination and balance of these skills that will allow us
not only to face our challenges but also to envision and ac-
complish what is possible.
In their book, Leaders Who Make a Difference, Nanus
and Dobbs5 discuss that whereas no leader’s definition of
leadership is the same, there are certain themes that recur:
purpose, hope, inspiration, influence, marshaling resources,
and effecting change. Napoleon Bonaparte said, ‘‘A leader
is a dealer in hope.’’ Nanus and Dobbs5 say, ‘‘Leaders are
all about the future: securing new resources, developing
new capacities, positioning the organization to take advan-
tage of emerging opportunities, and adapting to change.’’
At present, many among us are still under the impression
that the term leadership should be equated with ‘‘being in
charge.’’ This is synonymous with the traditional military
approach, which acknowledged 3 types of leaders: authori-
tarian, democratic, or delegative. In other words, you’re in
charge, we’re in charge, or they’re in charge.When it comes
to effective leadership, the exact opposite is probably true.
In fact, I have now come to realize that if we have to resort
to being in charge, it is usually not because we are leaders,
but because we have already failed as leaders.
As a science, leadership is a skill that has sometimes
eluded us. In a recent survey of academic cardiothoracic
surgeons who are chairs of their departments or divisions,
74% responded that they had received no formal training
in either leadership or management before assuming their
leadership and management positions.* Now it makes sense*Wood DE, Cohen RG. Leadership training and clinical activity of senior cardiotho-
racic surgery leaders. Submitted for publication, 2011.
The Journal of Thoracic and Cathat most of them are probably natural leaders, but 60% not
only wished that they had formal leadership and manage-
ment training but also believed that it should have been
a prerequisite to assuming their leadership positions. Inter-
estingly, 22% of our leaders have been told they should
seek formal leadership training, and almost half have
gone on to either a formal degree or some sort of seminar
aimed at giving them leadership and management skills.
In my mind, this training is essential. Our mentors must
not only exemplify leadership but also teach it to their fac-
ulty, their residents, and their students.
These are the 6 core competencies used to train and eval-
uate thoracic surgical residents (Figure 2). Although they
are occasionally inferred, leadership skills are not currently
part of the thoracic surgical training curriculum. Whereas
all of our leaders agreed that leadership and management
skills should be part of the thoracic surgical training curric-
ulum, only 37% have actually implemented them. Forty-
three percent wanted to but did not have the resources,
and 20% replied that they were important but could be
learned elsewhere. At a time when the health care environ-
ment demands that we expand our roles as surgeons both in
and beyond our operating rooms, we cannot get by with just
our emotional intelligence to guide us. We need to be for-
mally prepared as leaders. Regardless of your title, the
size of your hospital, or the nature of your practice, the def-
initions of leadership not only apply to you but also will al-
low you to accomplish more with your surgical teams,
service lines, your committees, and your careers.
The concept of management is frequently included under
the same umbrella as leadership, but it is truly a subject of
its own. Whereas leadership is the intention and vision of
getting to the next level, management is the process of ex-
ecuting the plan. We frequently refer to patient care or pa-
tient management as something that we do directly as
physicians. The reality is that for the most part, patient
care management is something that we as surgeons manage
others to do. This is particularly important as we increaserdiovascular Surgery c Volume 142, Number 5 963
FIGURE 3. Surgeon attributes for successful implementation of new
technology.
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and hospitalists when it comes to patient care. Last January,
The Society of Thoracic Surgeons unveiled its online public
reporting system for coronary artery bypass surgery out-
comes according to surgical groups and hospitals. The top
surgical groups were awarded the designation of 3 stars,
and substandard groups were given 1 star. Does this mean
that the groups awarded 3 stars were better surgeons? No,
it means that those groups have implemented better group
and hospital management strategies for the surgical treat-
ment of coronary disease, that they are managing more ef-
fective and efficient health care systems, and that the result
is they will survive the future. The point is that skills like
team building, dealing with conflict, self-assessment, and
attentiveness to employee satisfaction can no longer elude
our radar. They are, in fact, among the keys to our success
as surgeons.
Let me offer an example from our own history that exem-
plifies the importance of these concepts. In the early 1990s,
technology was introduced that had the potential to allow
heart surgeons to work through alternative or ‘‘port access’’
incisions. It was the beginning of what we would call mini-
mally invasive cardiac surgery, and like me, many of you
were involved in its infancy. The potential implications
were far reaching. The manufacturers of the equipment re-
quired to perform these operations offered courses designed
to facilitate implementation of the new technology, and over
100 surgical teams from across the globe signed up. Given
the sophistication expected from these surgical teams, the
company estimated that once returning home, it would
take approximately 8 operations before they were able to
perform these procedures in the same time that a conven-
tional operation could be performed. They eventually real-
ized that 30 to 40 operations was a more realistic number,
but attrition was high and only a handful of surgical teams
(and mine was not one of them) successfully reached that
number. When asked why they did not persist, surgeons
complained that the technology was not there yet, that it
was too much work, and that they did not have the time.
Most of the surgical teamswere equally discouraged. For ex-
ample, after seeing a minimally invasive cardiac case on the
operating schedule, one surgical nurse said, and I quote,
‘‘Giveme a fresh blade so I can just slitmywrists right now.’’
An analysis of the failure of this original attempt at
minimally invasive cardiac surgery was published in
2003: not in our professional literature, but in California
Management Review, the publication of the Haas School
of Business at the University of California at Berkeley.6
The results implied that it was not our surgical skill that
let us down. What mattered was how the surgeon–leader
framed the technology and the implementation process
and how that affected the rest of the team. The successful
surgeon–leaders chose and empowered their teams by jus-
tifying the change, aligning the goals, and encouraging964 The Journal of Thoracic and Cardiovascular Surgcommunication and input from team members. This was
done both before cases and during debriefing sessions.
Surgeons who failed were those who hung on to the ‘‘cap-
tain of the ship’’ model, in which team members were
handed the technology but had little or no opportunity to
provide input. When it was over, 3 themes emerged re-
garding a surgeon’s ability to move his team into the fu-
ture (Figure 3): When it came to project purpose, the
surgeon had to be aspirational and not defensive. Second,
the surgeon’s stance had to be one of an interdependent
team leader as opposed to an individual expert. Finally,
the surgeon–leader had to empower the team rather than
merely consider them as skilled support staff. The captain
of the ship model, in which team members are given their
orders but believe that they have little or no opportunity to
provide input, is our default future. To avoid it, we must
embrace, master, and teach the modern principles of lead-
ership and management, or else, in the words of our
nurses, ‘‘just give us a fresh blade so we can slit our wrists
right now.’’
So what about expertise? Whereas the 10,000-hour rule
has become the catchphrase of Malcolm Gladwell’s ‘‘Out-
liers: The Story of Success,’’7 and most of us have easily
put in our 10,000 hours, it was his equation, Achievement
¼ TalentþPreparation, that captured my interest. A certain
amount of aptitude is undeniably necessary for any techni-
cal or artistic profession. However, it is the preparation that
makes us experts, and in our case it is knowledge, practice,
and judgment that make or break us. In fact, manual dexter-
ity, and few of us have the hands of a sleight-of-hand magi-
cian or an accomplished musician, has failed to correlate
with surgical ability in most studies. Visuospatial dexterity,
the ability to mentally manipulate and rotate complex
3-dimensional objects, correlates with efficiency of hand
motion in surgical novices. However, although there is
a variable learning curve from student to student, visuospa-
tial dexterity can be taught and learned.8 The result is that
surgical skill is related less to complex spatial abilities or
manual skills than to repeated practice under careful super-
vision. In other words, once you learn the surgical moves, it
is all about judgment and experience.ery c November 2011
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come with years of personal experience, not many of us
would confer the title of ‘‘expert’’ to a new graduate of
even one our finest training programs. Yet that is what
our referring physicians, our payers, and especially our pa-
tients expect of all of us. We must become experts, and we
must remain experts throughout our careers. When it
comes to knowledge and judgment and surgical technique,
we have to be the resources for topics like cardiovascular
disease, thoracic oncology, and esophageal physiology. It
is a dangerous thing when referring physicians order up
operations as if they know more about surgery and its in-
dications than we do. It is our job to be more current and
to know more about our specialty than anyone else. Fur-
thermore, we must lead and manage and educate our
teams to provide expert care, which as we all know is
also cost-effective care.
The issue of achieving and maintaining expertise be-
comes particularly challenging as we strive to innovate
within our specialty. As with any industry, failure to suc-
cessfully develop and offer new products and services to
our customers is a quick and sure path to obsolescence.
As we have learned the hard way, if we don’t do it, someone
else will. As I look at our history of cardiothoracic surgical
innovation over the years, it is clear that each time we em-
bark on changing our surgical approach or trying something
new, we at least temporarily sacrifice our status as experts.
The result is an unavoidable learning curve with the poten-
tial to be dangerous to patients. Not only do we temporarily
lose our expertise as surgeons but our teams also lose their
edge as they too have to become familiar with new equip-
ment and new routines.
How do we create an environment that allows for both
progress and patient safety? I sometimes grow weary of
the analogies that have been made between pilots and sur-
geons and between the airline industry and the surgical en-
vironment. Still, one cannot disregard the remarkable safety
record of the airline industry and the tools they have devel-
oped to minimize disastrous complications. My guess is that
when you flew to Colorado this week, most of you were not
overly preoccupied by whether or not you would survive the
trip. In fact, when airline passengers are polled, most are
much more concerned about scheduling and flight delays,
leg room, the cost of baggage, and the fact that there are
no longer free peanuts. When it comes to safe technology,
that is a remarkable feat.
Tools like checklists and simulation have made the air-
line industry safe, and they serve as excellent examples of
how we must innovate as surgeons, yet remain experts in
the safest way possible. Surgical simulators for the pur-
pose of honing existing skills or learning new ones need
to be developed and become available not only to residents
in training but also to practicing surgeons so that we can
safely treat every patient. When making decisions aboutThe Journal of Thoracic and Canew surgical approaches, we are frequently asked by our
patients and their families, ‘‘What would you do if I
were your family member?’’ Or even more poignantly,
‘‘What would you do if you were me?’’ One of the differ-
ences between pilots and surgeons is that pilots have an
even more personal interest in seeing their plane land
safely—they are on it. So I would ask you this: If your op-
erating room was a 4-hour flight about to take off when
you ask for your first instrument, would you board that
flight? If not, you are unprepared and have let your patient
down as an expert.
Finally, the skill set of the thoracic surgeon requires that
we act like professionals. If you develop an awareness of the
arts of leadership, management, and expertise, it will be dif-
ficult not to be viewed as a professional by your colleagues.
Last year, Scott Millikan9 spoke of professionalism in pa-
tient care and struck a note with all of us when he said,
‘‘Hope is the currency of the waiting room.’’ Our colleagues
and staff, our residents and students, deserve a similar re-
spect. There is a Japanese proverb that says, ‘‘The reputa-
tion of a thousand years may be determined by the
conduct of one hour.’’10 If so, I sometimes worry that we
have squandered an eternity with words spoken out of anger
or frustration to those who are the most committed to us and
whowant more than anything for us to succeed. Certainly, it
is up to us to return the favor.
So, is this surgical superman possible? Well, it is a con-
cept that I have not personally mastered, and progress
comes slowly. However, we must recognize its value and re-
alize its potential because the default button, to isolate our-
selves as surgical specialists, has long been obsolete and
will certainly not carry us into the future.
I have always considered myself an extremely lucky per-
son, and today is no exception. Like so many of you, that
good fortune lies in my family and dear friends. Although
I have never scored a goal in an important soccer game or
shut down an advancing striker as time ran out, I have stood
on the sidelines and watched my daughterWhitney do it lots
of times, and that’s been even better. Whit’s an excellent
athlete, a math whiz, a country music fan, and the best pal
that anyone could ever hope to have.
Although I dreamed of it when I was younger, I have
never performed in a major concert hall or with an impor-
tant symphony orchestra. But I have stood backstage or
sat in the audience while my daughter Mallory has done it
lots of times, and that has been even better. Mallory is a tal-
ented musician, an excellent writer, a voracious student, and
I am going to dearly miss the sounds of opera emanating
from her shower after she leaves to attend Oberlin College
in the fall.
Shannon and I celebrated our 25th wedding anniversary
this week, and as in so many previous years, we did it
with friends at the Western. Shan is a passionate gardener
and is happiest when she is traveling. She is a tenaciousrdiovascular Surgery c Volume 142, Number 5 965
Presidential Address Cohenand loving mother and has been at my side, through thick
and thin, for over 30 years. How could I be luckier than that?
As you rejoin you families to enjoy our meeting in this
fabulous setting, as you return home to resume your lives
and careers as leaders and experts and professionals, I
wish you all the luck that I have had. Thank you.References
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